Summary
The authors present the case of a 38-year-old female who presented with an ingested oesophageal foreign body (lamb bone) following consumption of a casserole. The bone was initially not seen on plain x-ray but CT imaging revealed a 21×20 mm pyramid shaped bone distending the proximal oesophageal mucosa and lodged only 2 mm from the aortic arch. Cardiothoracic surgery services were available on standby to perform an emergency thoracotomy in the event of any haemorrhage. However, the bone was removed successfully with rigid oesophagoscopy and the patient made a full recovery.
Figure 1
The lamb bone (LB) in the thoracic oesophagus (O) at the level of the azygos vein and aortic arch (A) appears radiologically confi ned to the oesophagus with no evidence of perforation or vascular injury. L, lung; V, vertebral body.
had not experienced any haemoptysis, haematemesis or dysphonia.
Examination was unremarkable and there were no added sounds elicited by auscultation in the neck or chest. The patient's voice remained unchanged. There was no abnormality on fi beroptic nasendoscopy.
INVESTIGATIONS
A diagnosis of an ingested foreign body was proposed and a chest and lateral neck x-ray were ordered. They showed no evidence of a foreign body.
It was then decided to proceed to CT imaging given the patients symptoms. The CT showed a bony foreign body within the thoracic oesophagus at the level of the azygos vein located 2 mm from the aortic arch ( fi gures 1 and 2 ). It measured 20×21 mm and was stretching the lumen of the oesophagus but there was no evidence of perforation or vascular injury.
The diagnosis was discussed with the patient, including the signifi cance of the foreign body being lodged against a major vascular structure. Given the possibility of severe haemorrhage during retrieval of the foreign body, the cardiothoracic surgeons were asked to review the patient. The patient was then transferred to theatre for a rigid oesophagoscopy with cardiothoracic surgery on standby should there by the need for an urgent sternotomy, thoracotomy or cardiopulmonary bypass.
DIFFERENTIAL DIAGNOSIS Initial
Ingested foreign body lodged in the oesophagus ▶ Ingested foreign body that had passed to the stomach ▶ injuring oesophageal mucosa.
After imaging
Ingested foreign body contained within the oesopha- A 40-cm rigid oesophagoscope was used and passed into the upper oesophagus atraumatically where the bone was visualised at 22 cm from the upper incisors. No recent or active bleeding was seen. Grasping forceps were used to engage the bone under direct vision and the bone was gently dislodged from the wall of the oesophagus and removed in its entirety without excessive traction required. A small mucosal tear on removal of the bone occurred with a small amount of blood.
Postoperatively, the patient was nursed on the ear, nose and throat ward. A postoperative chest x-ray was performed which did not reveal a pneumothorax or pneumomediastinum. The patient was kept nil-by-mouth for 48 h postprocedure during which the patient reported no chest pain or fever.
A contrast swallow study was performed using non-ionic contrast media at 48 h and showed no mucosal irregularities, perforations or structures. There was normal oesophageal motility. A nourishing fl uid diet was commenced and a normal diet was introduced and tolerated within 24 h.
OUTCOME AND FOLLOW-UP
The patient was discharged 3 days after the oesophagoscopy. Six-month follow-up with the patient showed no ill effects from her ingestion.
DISCUSSION
Foreign body ingestion is a common presentation to many Emergency Departments. Two studies looking at over 4500 combined cases of ingested foreign bodies demonstrated that fi sh bones are the most commonly ingested object followed by other animal bones including chicken and pork. 1 2 Objects such as coins, dentures and toothpicks were also observed in these studies.
Common presenting features of ingested foreign bodies include pharyngeal discomfort, odynophagia, vomiting and retrosternal discomfort. 1 In children, signs may also include refusal to take feeds and increased salivation. 2 Complications of oesophageal foreign bodies include oesophageal perforation, deep neck abscess, aortooesophageal fi stular, mediastinitis and death. 2 -4 Figure 2 Bony CT reconstruction of the spine shows 20×21 mm, triangular shaped foreign body (FB) anterior to T3-T4.
The patient in our case was extremely fortunate that she did not perforate her oesophagus given the proximity of the bone to the aorta. Oesophageal perforation has been reported in 0.14-0.87% of patients with ingested foreign body. 2 3 In cases involving perforation of the oesophagus and aorta, an aorto-oesophageal fi stula often develops and is characterised by Chiari's triad of oesophageal injury , sentinal haemorrhage and then an asymptomatic interval followed by exsanguination . 4 Treatment for ingested foreign body range from observation of the patient in the anticipation that the object will pass further into the digestive tract through to retrieval under direct vision by oesophagoscopy (fl exible or rigid). 1 2 In the case of oesophageal perforation, the objectives of management are to treat the infection, prevent continuing septic contamination, provide nutritional support and restore digestive tract continuity. 5 Surgical treatments that may be utilised for perforation of the oesophagus include debridement of infected and necrotic tissues, suture of the perforation whenever possible, drainage, treatment of distal obstacles and parenteral or enteral hypercaloric alimentation. 5 6 The role of defi nitive imaging is very important for accurate diagnosis and should not be underestimated, as was demonstrated in our case where plain radiography failed to identify any foreign body. A systematic review in 2007 looking at over 150 patients across four studies found that CT is more effective than plain radiography at identifying and excluding impacted oesophageal fi sh and chicken bones. 7 However, they also noted that plain radiography is sensitive enough for positive results to warrant oesophagoscopy without further imaging, and should thus continue being utilised as the fi rst line radiological investigation. 
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